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Family physicians are in a particu-
larly good position to identify prob-
lem drinking in its early stages
through the recognition of various
psychosocial and medical indicators.
Thorough history-taking or the use
of a specific questionnaire should
provide confirmation. Patients so
identified can then be offered treat-
ment designed to help them moderate
their drinking, if not to achieve ab-
stinence. The treatment strategy de-
scribed in this paper involves speci-
fying a safe drinking pattern, in-
structing the patient in the use of
aids to appropriate drinking and see-
ing the patient at 1- to 2-month
intervals for follow-up assessment.

In a pilot study of this strategy 16
of 17 patients reduced their drinking
substantially, and 8 were abstinent at
the last follow-up visit. Only 1 of the
17 dropped out of treatment; the
high rate of compliance may have
been primarily due to the patient's
need to see the family physician for
other problems. Visits to the family
physician for other medical problems
provide an opportunity to motivate
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patients to continue monitoring their
drinking.

Grace a differents indices psychoso-
ciaux et medicaux, le medecin de
famille est particulierement bien
place pour depister dans sa phase
initiale l'ingestion excessive d'alcool.
Une fois la chose confirmee, soit par
un interrogatoire serre, soit au
moyen d'un questionnaire prevu a cet
effet, il est en mesure d'offrir 'a son
malade les moyens de diminuer sa
prise d'alcool, sinon de s'en abstenir
tout 'a fait. On propose une "stra-
tegie therapeutique": prescription
d'un programme de consommation
inoffensive d'alcool, d'adjuvants 'a
cette fin, et surveillance du sujet en
visite de controle tous les mois ou
tous les 2 mois.
Une analyse pilote de cette "stra-

tegie" montre que de 17 sujets, 16
ont considerablement diminue leur
prise d'alcool; 8 avaient meme cesse
completement de boire lors de la
derniere visite de controle. Un seul
sujet a decroche. Souvent, c'est en
raison d'autres ennuis de sante que le
malade est reste en contact avec son
medecin de famille, ce qui est peut-
etre un facteur important du succes
de la "strategie". La consultation
pour d'autres ennuis de sante fournit
au medecin de famille l'occasion
d'encourager le malade a continuer a
surveiller sa consommation d'alcool.

Many people who present to alco-
holism treatment facilities have seri-
ous medical and psychosocial prob-
lems.'`3 The typical patient is 45
years old, has been drinking exces-
sively for about 20 years and has
been seen by many health care pro-
fessionals, including physicians on
many medical services in hospital.4
The prognosis of these patients is
rather poor.

Despite substantial evidence that
those in whom an alcohol problem
can be identified at an early stage
have a more favourable prognosis,5
to date few attempts have been
made to intervene before serious
symptoms of alcohol dependence de-
velop. In our experience patients
with early-stage problem drinking
require little guidance to reduce
their alcohol consumption to safe
levels,6 and they can easily be identi-
fied.7 We believe that physicians in
general practice can make a signifi-
cant contribution to preventing alco-
hol problems. They are in an excel-
lent position to identify patients who
drink excessively, and they can in-
tervene without special demands on
their time or resources. This paper
outlines an approach that could be
used by these physicians and by
other health care professionals.

Identification of early-stage problem
drinking

Although many disorders have
been associated with excessive
drinking, it usually takes years be-
fore they become evident. Skinner
and Holt7 have identified a number
of "earlier indicators" of alcohol
abuse that can alert physicians to
the possibility that their patient has
a drinking problem (Table I). If
during the routine history-taking or
the initial physical examination sev-
eral of these indicators are present,
further assessment is recommended,
and the patient should be questioned
about his or her drinking practices.

Brief questionnaires such as the
Michigan Alcoholism Screening
Test (MAST)' and the CAGE ques-
tionnaire9 can be very useful in as-
sessing patients. They have good
diagnostic accuracy when compared
with laboratory tests,'" and the pa-

CAN MED ASSOC J, VOL. 131, OCTOBER 15, 1984 873



tients generally respond well to
them, especially to the CAGE ques-
tionnaire. The brief 10-item MAST
provides an indication of the severity
of the problem. It includes questions
related to physical, social and legal
consequences of drinking. The
CAGE questionnaire consists of the
following foue questions: Have you
ever felt the need to CUT down on

your drinking? Have you felt AN-
NOYED by others asking about
your drinking? Do you feel
GUILTY about your drinking? Do
you ever have an EYE-OPENER in
the morning? A score of 5/10 on the
MAST and 2/4 on the CAGE ques-
tionnaire indicates' that a drinking
problem is likely.
A simple way to elicit information

on the patient's alcohol consumption
is to inquire at the same time about
other habits for example, smo-
king, eating, drug use and physical
activities. The physician should ask
how much alcohol the patient con-
sumes, rather than if he or she
drinks. Since the consumption of
alcohol is common, especially
among men, the patient should not
find this question surprising. In'con-
trast to the person with chronic
alcoholism, who tends to deny drink-
ing in excess, the person with early-
stage problem drinking usually an-
swers the question readily. The
minimum of information that the
physician should have includes (a)
the frequency with which the patient
drinks per week or per month, (b)
the typical number of drinks* con-
sumed per drinking day and (c) the
functions that the patient attributes
to alcohol.
The functions that problem drink-

ers frequently attribute to their
drinking heavily are as follows: to
relieve negative feelings (e.g., de-
pression, anxiety, boredom); to help
them do something that they find
difficult (e.g., express their anger,

become more assertive or sociable;
complete boring tasks); to enjoy
themselves (i.e., they like the taste
of alcohol or the effects of intoxica-
tion); to mitigate physical pain; and
to help them sleep. Recognition of

*One drink is equal to 1.5 oz (43 mL) of
spirits, 5 oz (142 mL) of wine, 12 oz (340
mL) of beer or 3 oz (85 mL) of fortified
wine, such as sherry or vermouth. All of these
are equivalent to 13.6 g of absolute ethanol.

the functions thus attributed to alco-
hol is of great importance when
attempting to develop a pattern of
safe drinking.

Treatment strategy

The treatment strategy described
in this paper was developed by the
second author after extensive work
with patients who had chronic alco-
holism or early-stage problem drink-
ing. This strategy represents an ab-
breviated version of the treatment
procedures used to help patients
with chronic alcoholism achieve
total abstinence" and to help those
with early-stage problem drinking
achieve either abstinence or moder-
ate use of alcohol.6 The steps in the
strategy are as follows:

Specify a safe drinking pattern

The following guidelines can be
adopted for safe drinking:

0 Do not drink daily.

* Limit your alcohol consump-
tion on drinking days to four drinks.

- * Never exceed 20 drinks per
week. (In a previous study we found
that patients who were most success-
ful with nonproblem drinking did
not have more than two drinks per
week for 2 years.'2)
A safe drinking pattern must fit

well into the patient's lifestyle and
should not interfere with his or her
health or irmportant responsibilities.
If the patient has regularly' been
drinking heavily, gradual reduction
may be considered until a safe pat-
tern is achieved.

Discuss aids to appropriate
drinking

The patient can adopt the follow-
ing measures to decrease his or her
drinking and to avoid intoxication:

* Pacing drinking. Drinks should
be measured, rather than just
poured, diluted rather than con-
sumed straight, sipped rather than
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Table I-Checklist of possible earlier indicators of alcohol abuse*

Psychosocial factors
Heavy drinking (e.g., more than 6 drinks per day [80 g/d of ethanol])
Concerns about drinking by patient or family or both
Intellectual impairment, especially in abstracting and adaptive abilities
Light eating or skipping of meals when drinking
Quick drinking, increased tolerance to alcohol
Occurrence of accidents due to drinking
Tardiness or absence from work because of drinking (hangover)
Most friends are heavy drinkers, and most leisure activities involve drinking
Attempts to cut down on drinking have had limited success
Frequent use of alcohol to deal with stress, anxiety or depression
Frequent drinking during work day (e.g., at lunch break)
Heavy smoking

Laboratory findings
Elevated serum y-glutamyl transpeptidase level (except in patients with

nonalcoholic liver disease and those taking other drugs)
Macrocytosis without anemia (mean corpuscular volume is also sensitive to
smoking habits)

Clinical symptoms and signs
Trauma
Scars unrelated to surgery
Hand tremor
Alcohol fetor by day
Dyspepsia
Morning nausea and vomiting
Recurrent diarrhea
Pancreatitis
Hepatomegaly
Polyuria
Impotence
Palpitations
Hypertension
Insomnia, nightmares

*Adapted, with permission, from reference 7.



gulped, alternated with nonalcoholic
beverages and spaced out. The pa-
tient should also avoid drinking on
an empty stomach.

* Keeping records. A daily re-
cord of the number of drinks con-
sumed will allow the patient to make
an accurate assessment of his or her
progress. Keeping notes of success-
ful ways of dealing with temptations
to drink too much, and with pres-
sures from others to drink, is a
useful way of recognizing approach-
es that really work.

* Preparing to avoid heavy
drinking. This involves thinking of
ways to approach situations in which
there will be a risk of excessive
drinking. For example, the patient
must learn how to refuse drinks
without feeling antisocial and how
to counteract rationalizations to go
over his or her limit.

* Developing activities that are
incompatible with heavy drinking
and will fill the time that used to be
spent in heavy drinking. This will
help the patient achieve a safe
drinking pattern.

Offer advice on problems of
daily living

Since problems of daily living
(e.g., marital or family conflicts,
boredom, job dissatisfaction) tend to
interfere with plans to reduce or to
stop drinking, the patient is advised
to find adequate solutions to these
problems as quickly as possible, with

professional help if necessary. The
patient must keep in mind that alco-
hol should not be used to cope with
problems.

This strategy can usually be im-
plemented in two sessions of approx-
imately 30 minutes each, conducted
2 weeks apart. In the first session
the patient is given assistance in
selecting a safe drinking pattern (or
an initial goal for reduction of
drinking) and is instructed in the
aids to appropriate drinking. The
patient is also asked to keep daily
records and to list the leisure activi-
ties with which he or she will fill the
time previously spent in heavy
drinking. The physician emphasizes
the importance of bringing the re-
cords to the next visit.
The second session is mainly de-

voted to ensuring that the patient
has a clear understanding of the
procedures he or she should follow
in attempting to achieve a- safe
drinking pattern. Adjustments to the
drinking goal can be made at this
time. If the patient is having diffi-
culty in finding activities incompati-
ble with heavy drinking or in solving
problems of daily living, referral for
appropriate professional help is dis-
cussed. At the end of this session the
physician stresses the importance of
keeping accurate daily records of
the number of drinks consumed. The
patient is told that heavy drinkers
who succeed in decreasing their
drinking tend to persist in keeping
accurate records until a safe drink-

ing pattern is well established.
The patient should be seen on a

long-term basis at 1- or 2-month
intervals. He or she should be en-
couraged to maintain daily records
of alcohol consumption for at least 6
months and to bring these records to
every visit. This information is ex-

tremely valuable for monitoring the
patient's progress and for providing
motivational support. In other
words, if reductions in drinking can
be associated by the physician with
improvements in health (or in other
areas of living), the patient's moti-
vation to keep his or her drinking
under control will probably be main-
tained.

Pilot study

Before performing a controlled
trial in a family practice unit, plans
for which are under way, we con-
ducted the following pilot study of
this treatment strategy to determine
whether it would be practical in a
family practice.

Method

In November 1981 the first au-
thor began to apply the treatment
strategy and to gather data on the
patients so treated at an alcohol
treatment centre. This strategy was
later applied at a teaching hospital.
The patients had been identified as
problem drinkers by their drinking
history or by MAST or CAGE as-

Your retire*ment

For self-employed physicians, a Registered
Retirement Savings Plan is the only tax-

sheltered way of saving for your old age. Three out of four
0 0 0 0physicians invest in an RRSP each year.
S.' When you-start yourRRSPmakesabdifferencetothe size of

- _ your nest egg If you contribute $5,500 annually to an RRSP that
earns 1.0 per cent annually.from age 30, you will accumulate over
$1.6 million by age 65. If you put off starting until age 40, the pay-
off is reduced to $600,000.
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sessment. Most were seen as part of
the author's regular family practice
at a downtown teaching hospital,
but some had been referred from
colleagues. Of the 17 patients select-
ed for treatment 5 were alcohol-
dependent and were offered this
form of treatment because they had
rejected traditional abstinence-ori-
ented programs; 3 of them were the
first patients to whom the first au-
thor had applied the strategy, at a
family practice clinic at the Clinical
Institute, and the other two had
refused to become involved with an
alcoholism treatment facility.
The treatment strategy and its

goals were explained to the patients
during their first visit. They were
asked to return within 1 week for
full history-taking, a physical exam-
ination and basic laboratory tests.
The level of alcohol in the urine was
measured by an alcohol dipstick at
every visit to confirm the patients'
statements on their current drinking.
The patients were informed of any
abnormal physical and laboratory
findings (e.g., enlarged liver, elevat-
ed blood pressure, high serum levels
of liver enzymes or uric acid, and
elevated mean corpuscular volume
of red blood cells).

Observations

All the patients who were offered
the treatment returned for at least
one visit after the initial contact.
Only one patient dropped out of the
study. Of the 17, at the time of
writing 14 had been followed for a
minimum of 6 months, 9 of them for
at least 1 year and the other 5 for 2
years.
Of the 17 patients 9 were men

and 8 women. Their ages ranged
from 22 to 82 years. Nine were

.. 1
......... . . .

~~.
;5n.>8¢ ..|a. :':F°<-|a.

employed, four were unemployed,
two were housewives and two were
retired. Nine were living alone; the
other eight were living with a
spouse, friend or relative. The ma-
jority (nine) had at least a high
school education.
The most common physical ab-

normality among the patients was
elevated blood pressure. Other medi-
cal problems included melena, faint-
ing spells, insomnia and blackouts.

Before treatment began, the pa-
tients' weekly alcohol consumption
ranged from 12 to 130 drinks; by the
last follow-up visit nearly half were
abstinent, and none were consuming
more than 35 drinks per week (Ta-
ble II).

Discussion

Until recently there have been
only two approaches to the manage-
ment of alcohol abuse - primary
prevention and treatment of the
fully alcohol-dependent patient. In
this paper we have suggested anoth-
er approach - identifying alcohol
abuse before full alcohol dependence
develops, then helping the patient
keep his or her drinking under con-
trol through brief intervention. The
early signs of problem drinking can
be recognized by taking a thorough
history of the patient's use of alco-
hol. The brief intervention we have
described is quite feasible for a
family physician to use.
One problem with traditional

treatment of alcohol abuse is the
high dropout rate. However, dropout
may not be as likely when the thera-
pist is the patient's family physician,
since the patient will be consulting
the physician for other problems at
various times. Our experience sug-
gests that patients with hypertension
and other illnesses requiring follow-
up persist longer in attempting to
control their drinking. Feedback on
their medical status seems to be very
important, as it often persuades
them to resume monitoring their
alcohol use if they have stopped
doing so. However, further data are
required to substantiate these obser-
vations.
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